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Abstract
Background: The present study aimed to determine the indications for free vascularized fibular grafting for the treatment of
osteonecrosis of the femoral head.
Methods: Seventy-one hips (60 patients) were clinically followed for a minimum of 3 years. Average follow-up period was 7
years. Etiologies were alcohol abuse in 31 hips, steroid use in 27, idiopathic in 7 and trauma in 6. Preoperative staging of the
necrotic lesion was done using the Steinberg's classification system. The outcomes of free vascularized fibular grafting were
determined clinically using the Harris hip-scoring system, radiographically by determining progression, and survivorship by lack
of conversion to total hip replacement.
Results: The average preoperative Harris hip score was 56 points and the average score at the latest follow-up examination
was 78 points. Forty-seven hips (67%) were clinically rated good to excellent, 4 hips (6%) were rated fair, and 20 hips (28%)
were rated poor. Thirty-six hips (51%) did not show radiographic progression while 35 hips (49%) did, and with an overall
survivorship of 83% at 7 years. Steroid-induced osteonecrosis was significantly associated with poor scores and survival rate
(68%). Preoperative collapse was significantly associated with poor scores, radiographic progression and poor survival rate
(72%). A large extent of osteonecrosis greater than 300 degrees was significantly associated with poor scores, radiographic
progression and poor survival rate (67%). There was no relationship between the distance from the tip of the grafted fibula to
the subchondral bone of the femoral head and postoperative radiographic progression.
Conclusion: In conclusion, small osteonecrosis (less than 300 degrees of the femoral head) without preoperative collapse
(Steinberg's stages I and II) is the major indication for free vascularized fibular grafting. Steroid-induced osteonecrosis is a relative
contraindication. Large osteonecrosis (greater than 300 degrees) with severe preoperative collapse (greater than 3 mm) is a
major contraindication. Hips with 2 negative factors such as severe preoperative collapse and a large extent of osteonecrosis,
require hip replacements.
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Background
Osteonecrosis of the femoral head in adults is still not
well understood, and often affects young patients aged 20
to 50 years old [1]. Osteonecrosis initially causes death of
bone which then collapses in certain instances and later
may result in cartilage destruction if secondary degenera-
tive changes develop [2,3]. Several procedures have been
developed to prevent the conversion to total hip replace-
ment especially in young patients, because total hip
replacement in young patients is associated with a high
rate of revised surgery [4-6].
Core decompression has demonstrated some success for
the treatment of hips without preoperative collapse, but it
has been less successful for hips that had already collapsed
[7]. Varus [8] and rotational osteotomies [9] are effective
for hips with preoperative collapse, but these technically
demanding procedures have yielded mixed results that
often are difficult to reproduce. Curettage of the lesion fol-
lowed by bone grafting is thought to be insufficient for
revascularization [10]. Although the vessel transplanta-
tion procedure reported by Hori et al. is a biological
approach, it does not yield to sufficient biomechanical
support [11]. Vascularized pedicle iliac bone grafting has
been partially successful for the treatment of hips without
preoperative collapse but it still does not yield to suffi-
cient biomechanical support [12,13].
With regards to free vascularized fibular grafting, Yoo et al.
reported excellent outcomes for the operation of 81 hips
in 73 patients, with an average of 5 years and 2 months
follow-up, in 1992 [14]. Since then, many researchers
have reported the outcomes of free vascularized fibular
grafting [15-19]. According to previous reports, the stage
of the disease at the time of treatment is a major factor
determining the success or failure of the surgical proce-
dures that will preserve the femoral head [14-18]. Other
factors that may be of prognostic importance include eti-
ology, size of the necrotic lesion [17], and location of the
fibula. The present study aimed to assess the outcomes of
free vascularized fibular grafting including etiology, stage,
extent of osteonecrosis, and location of the fibula; and
determine the indications for this procedure.
Methods
Between April 1992 and December 2003, 73 consecutive
free vascularized fibular grafting procedures for the treat-
ment of osteonecrosis of the hip were performed in 62
patients by the 6 authors (K.K, H.Y., H.O., T.O., Y.K., S.T.).
The surgical team consisted of hip surgeons and microvas-
cular surgeons. Ethical approval obtained from the partic-
ipating hospitals and from The Nara Medical University.
All participants provided written informed consent. One
patient was lost during the follow-up period, and another
one died of unrelated causes at one and half-year follow-
up. Therefore, 71 hips (60 patients) were retrospectively
followed-up for a minimum of 3 years (or until the con-
version to total hip replacement). The patients included
45 men and 15 women. The patient average age at the
time of surgery was 39 years (range, 15–61 years). Thirty-
four patients had bilateral diseases, and 11 underwent
bilateral free vascularized fibular grafting. The average
interval between the first operated side and the second
operated side was 9 months (range, 1–24 months). Six
patients with an interval greater than half a year refused
immediate second operation because of asymptomatic
osteonecrosis. All hips were followed for a minimum of 3
years following free vascularized fibular grafting, and the
average duration of follow-up was 7 years (range, 3–12
years). Etiologies were alcohol abuse in 31 hips (44%),
steroid use in 27 (38%), idiopathic in 7 (10%) and
trauma in 6 (8%). Steroid use, defined as an exposure to
at least 16.6 mg/day predonisolone, was considered an
etiologic factor [20].
Preoperative staging of the necrotic lesion was performed
using the Steinberg's classification system (Table 1) [21].
The extent of osteonecrosis was also measured on antero-
posterior and lateral radiographs before surgery according
to Kerboul et al (Figure 1) [22]. The distance from the tip
of the grafted fibula to the subchondral bone of the fem-
oral head was measured on antero-posterior and lateral
radiographs immediately taken after surgery (Figure 2).
The shorter distance was used for statistical analysis of the
relationship between the distance from the tip of the
grafted fibula and postoperative radiographic progres-
sion.
At the time of surgery and at each follow-up examination,
the Harris hip score [23] was used for clinical evaluation,
and radiographic progression was evaluated. Radio-
graphic progression was evaluated for assessing the devel-
opment of necrotic lesion, changes in the contour of the
femoral head, or progression of osteoarthritis. The devel-
opment of necrotic lesion was measured on antero-poste-
rior and lateral radiographs according to Kerboul et al's
methods. The depth of depression was measured on the
latest radiographs using plastic templates with 1-mm
increments Mose concentric circles were compared with
the radiographs before surgery. Progression of osteoarthri-
tis was decided according to the narrowing of joint space
or the formation of osteophytes. Outcome was graded as
excellent when the Harris hip score was greater than 90
points, good when it was between 80 and 89 points, fair
when it was between 70 and 79 points, and poor when it
was less than 70 points, according to previous reports
[14,17]. Conversion to total hip replacement was used as
the end point in the present study.BMC Musculoskeletal Disorders 2007, 8:78 http://www.biomedcentral.com/1471-2474/8/78
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Surgical technique
Surgery was performed with the patient in the supine
position. The vascularized fibula was harvested from the
ispilateral leg using a lateral approach as previously
described by Urbaniak et al. [15]. The peroneal monitor-
ing flap, which is supplied from the cutaneous perforator
of the peroneal artery was made from the overlying skin of
the fibula, and was used to monitor vascular patency of
the grafted fibula after suturing the vessels. Then, a slightly
curved (medial convex) skin incision of 10 cm was made
in the inguinal area. The lateral femoral circumflex artery
and the comitant veins were identified. Using a lateral
approach in the proximal thigh, the lateral aspect of the
proximal part of the femur was exposed through the sep-
arated tensor fasciae latae and the vastus lateralis. Under
fluoroscopic control, a guide-pin was inserted from the
subtrochanteric region into the necrotic lesion in the fem-
oral head. A tunnel was created with reamers of gradually
increasing sizes (8 to 19 mm in diameter). Using a high-
speed burr (Cebatome, Zimmer, Warsaw IN) and a curette
under fluoroscopic image control, remaining necrotic to
subchondral bone was curetted as much as possible, and
the tunnel was prepared. Successful tunnel preparation
was confirmed with some trials using an imitated fibula
(Figure 3). Then, the fibula was introduced through the
tunnel, and was positioned beneath the subchondral
bone of the femoral head within the cancellous bone chip
harvested from the greater trochanter and the iliac crest.
The fibula was stabilized to the femur with a cannulated
titanium mini-screw or a Kirschner wire. Finally, the per-
oneal vascular bundle was introduced anteriorly, and arte-
rial and venous anastomoses were performed under an
operating microscope. Bleeding from the grafted fibula
and monitoring of the buoy flap confirmed vasculariza-
tion of the graft.
A posterior below-the-knee cast was applied to prevent
hammer toes for 2 weeks, and the patient was instructed
not to bear weights for 12 weeks. Then, a gradual weight-
bearing program was initiated. Full weight-bearing was
allowed approximately 6 months after surgery. Follow-up
examinations with radiographs and clinical evaluation
were performed every half a – year.
Statistical analysis
A paired t-test was used for the statistical analysis of the
relationship between preoperative Harris hip score and
the latest score. The Chi-square for independence test was
used for the statistical analysis of the relationships
between the latest score and etiology, the latest score and
stage, the latest score and extent of osteonecrosis, postop-
erative radiographic progression and etiology, postopera-
tive radiographic progression and stage, postoperative
radiographic progression and extent of osteonecrosis, sur-
vival and etiology, survival and stage, survival and extent
of osteonecrosis. A Mann-Whitney's U test was used for
the statistical analysis of the relationships between the
distance from the tip of the grafted fibula and postopera-
tive radiographic progression. The Kaplan-Meier test and
95% confidence interval were used for survival analysis.
Table 1: Preoperative stages of the 71 hips classified according to the Steinberg's classification system.
Stage Characteristics Number of Hips
0 Normal radiographs, bone scan, and MR images 0
I Normal radiographs, abnormal bone scan, and MR images
A: mild < 15% of head involvement 0
B: moderate 15% to 30% 2
C: severe > 30% 1
II Abnormal radiograph
A: mild < 15% of head involvement 1
B: moderate 15% to 30% 3
C: severe > 30% 24
III Subchondral collapse producing a crescent sign
A: mild < 15% of articular surface 0
B: moderate Crescent beneath 15% to 30% 1
C: severe Crescent beneath > 30% 2
IV
A: mild < 15% of surface collapsed and depression is < 2 mm 2
B: moderate 15% to 30% collapsed or 2 to 4 mm depression 8
C: severe > 30% collapsed or > 4 mm depression 24
V Joint narrowing with or without acetabular involvement
A, B, or C Average of femoral head involvement, as determined in Stage an d estimated acetabular involvement 3
VI Advanced degenerative changes 0BMC Musculoskeletal Disorders 2007, 8:78 http://www.biomedcentral.com/1471-2474/8/78
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Statistical significance was set at p < 0.05. Power analysis
was also performed.
Results
Clinical outcomes
The average preoperative Harris hip score was 56 points
(range, 21–96 points), and the average score at the latest
follow-up was 78 points (range, 26–100 points). The Har-
ris hip score was determined for all hips at the final fol-
low-up examination. The scores of 13 hips which had
undergone total hip replacement were determined at the
time just before total hip replacement. There were signifi-
cant differences between the preoperative scores and the
latest scores (p = 0.000000016). At the latest follow-up
examination, 31 hips (44%) were rated excellent, 16 hips
(23%) were rated good, 4 hips (6%) were rated fair, and
20 hips (28%) were rated poor. In 31 hips with alcoholic
osteonecrosis, 24 hips (77%) were rated good to excellent.
In 27 hips with steroid-induced osteonecrosis, only 14
hips (52%) were rated good to excellent. In 7 hips with
idiopathic osteonecrosis, 5 hips were rated good to excel-
lent. In 6 hips with traumatic osteonecrosis, 4 hips were
rated good to excellent. There was a significant difference
between steroid-induced osteonecrosis and alcoholic
osteonecrosis (p = 0.038, statistical power = 0.51). The
rate of good or excellent cases in steroid-induced
osteonecrosis was worse than that in alcoholic
osteonecrosis.
With regards to preoperative stage, in 31 hips without pre-
operative collapse (Steinberg's stages I and II), 27 hips
(87%) were rated good to excellent. In 40 hips with pre-
operative collapse (Steinberg's stages III, IV and V), only
20 hips (50%) were rated good to excellent. Preoperative
collapse was noted to be significantly associated with rate
of good or excellent cases (p = 0.001, statistical power =
0.98). The rate of good or excellent cases in hips with pre-
operative collapse was worse than that in hips without
collapse (Table 2).
With regards to the extent of osteonecrosis, in 50 hips
with less than a 300-degrees extent, 41 hips (82%) were
rated good to excellent. In 21 hips with an extent greater
than 300-degrees, only 7 hips (33%) were rated good to
excellent. Preoperative extent of osteonecrosis was noted
to be significantly associated with the latest score (p =
0.0001, statistical power = 0.98). The rate of good or excel-
lent cases in hips with an extent greater than 300-degrees
was worse than that in hips with less than a 300-degrees
extent.
Radiographic outcomes
At the latest follow-up examination, radiographic progres-
sion was noted in 35 hips (49%). In 27 hips with steroid-
induced osteonecrosis, 15 hips (56%) have progressed. In
31 hips with alcoholic osteonecrosis, 16 hips (52%) have
Table 2: Results of Free Vascularized Fibula Grafting Using the Steinberg's Classification System.
Stage Hips with Excellent or Good Score 
(> 70)
Radiographic Progression Conversion to THA
IB (n = 2) 2 hips 0 0
IC (n = 1) 1 hip 1 hip 0
IIA (n = 1) 1 hip 0 0
IIB (n = 3) 3 hips 0 0
IIC (n = 24) 20 hips 9 hips 1 hip
IIIB (n = 1) 1 hip 0 0
IIIC (n = 2) 0 2 hips 2 hips
IVA (n = 2) 2 hips 0 0
IVB (n = 8) 3 hips 4 hips 3 hips
IVC (n = 24) 14 hips 16 hips 5 hips
VC (n = 3) 0 3 hips 2 hips
Diagrams showing the measurement of the extent of necro- sis Figure 1
Diagrams showing the measurement of the extent of necro-
sis. A Anteroposterior angle. B Lateral angle. a plus b was 
considered as the extent of necrosis.
a a
A A
b b
B BBMC Musculoskeletal Disorders 2007, 8:78 http://www.biomedcentral.com/1471-2474/8/78
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progressed. In 7 hips with idiopathic osteonecrosis, 3 hips
have progressed. In 7 hips with traumatic osteonecrosis,
one hip has progressed. There were no significant differ-
ences among etiologies (p = 0.38, statistical power =
0.06).
With regards to preoperative collapse, in 31 hips without
preoperative collapse (Steinberg's stages I and II), 10 hips
(32%) have progressed. In 40 hips with preoperative col-
lapse (Steinberg's stages III, IV and V), 25 hips (63%) have
progressed. Preoperative collapse was noted to be signifi-
cantly associated with radiographic progression (p =
0.011, statistical power = 0.72). The rate of postoperative
progression in hips with preoperative collapse was worse
than that in hips without collapse (Table 2). When we
divided Steinberg's stage IV into mild collapse (collapse
less than 3 mm) and severe collapse (collapse more than
3 mm), following the Japanese Orthopaedics Association
staging system [24], the rates of radiographic progression
were 53% for hips with mild collapse (10 of 19 hips) and
73% for hips with severe collapse (11 of 15 hips). How-
ever, there was no statistical significant difference between
mild collapse and severe collapse (p = 0.19, statistical
power = 0.26). The difference might very well have been
statistically significant if a larger number of hips had been
included in the study.
With regards to the extent of osteonecrosis, in 50 hips
with less than a 300-degrees extent, 20 hips (40%) have
progressed. In 21 hips with an extent greater than 300-
degrees, 15 hips (71%) have progressed. The extent of
osteonecrosis was noted to be significantly associated
with radiographic progression (p = 0.015, statistical
power = 0.97).
Survival rate
During the follow-up period, 13 hips in 11 patients
received total hip replacement, with an overall survival
rate of 83% with a 95% confidence interval (range, 74–
92%) 7 years after surgery, when conversion to total hip
replacement was considered as the endpoint. The average
time to conversion to total hip replacement was 4 years
(range, 1.5–10 years). In 27 hips with steroid-induced
osteonecrosis, 18 hips survived. The survival rate was 68%
with a 95% confidence interval (range, 49–87%) 7 years
after surgery. In 31 hips with alcoholic osteonecrosis, 28
hips survived. The survival rate was 90% with a 95% con-
fidence interval (range, 79–100%) 7 years after surgery. In
7 hips with idiopathic osteonecrosis, 6 hips survived. In 6
hips with traumatic osteonecrosis, all hips survived. There
was a significant difference between steroid-induced
osteonecrosis and alcoholic osteonecrosis (p = 0.032, sta-
tistical power = 1). The survival rate in steroid-induced
osteonecrosis was worse than that in alcoholic
osteonecrosis.
Preoperative collapse was also significantly associated
with joint survival. Survival rate of Steinberg's stages III,
IV, and V osteonecroses was 72% with a 95% confidence
interval (range, 57–87%) 7 years after surgery, whereas
that of Steinberg's stages I and II osteonecroses was 97%
with a 95% confidence interval (range, 91–100%) 7 year
after surgery (p = 0.002, statistical power = 0.71) (Table
2).
With regards to the extent of osteonecrosis, in 50 hips
with a mild or moderate extent (less than 300 degrees),
the survival rate was 88% with a 95% confidence interval
(range, 81–99%) 7 years after surgery. In 21 hips with a
severe extent (greater than 300 degrees), the survival rate
was 67% with a 95% confidence interval (range, 43–86%)
7 years after surgery. There was a significant relationship
between the extent of osteonecrosis and survival rate (p =
0.04, statistical power = 0.87).
Distance
In 36 hips without postoperative radiographic progres-
sion, the average distance from the tip of the grafted fibula
to the subchondral bone of the femoral head was 2.7 mm
(range, 0–10 mm). In 35 hips with postoperative radio-
graphic progression, the average distance was 2.9 mm
(range, 0–8.5 mm). There was no relationship between
the distance from the tip of the grafted fibula to the
subchondral bone of the femoral head and postoperative
radiographic progression.
Diagrams showing the measurement of the distance from the  tip of the grafted fibula to the subchondral bone of the femur  head Figure 2
Diagrams showing the measurement of the distance from the 
tip of the grafted fibula to the subchondral bone of the femur 
head. A Anteroposterior radiograph B Lateral radiograph. 
The shorter distance was used for statistical analysis of the 
relationship between the distance from the tip of the grafted 
fibula and postoperative radiographic progression. F: fibula.
       
B B A A
       BMC Musculoskeletal Disorders 2007, 8:78 http://www.biomedcentral.com/1471-2474/8/78
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Complications
Nine of 71 hips required reexploration due to venous
occlusions. Thrombectomy and/or reanastomosis to other
vessels were performed and all cases were successfully sal-
vaged by reoperation. Radiographic progression was
noted in 7 hips, which was not significantly observed
compared to 62 other patients (p = 0.069), but radio-
graphic progression occurred in 78% of the cases. Three
hips received total hip replacements in this group. Three
subtrochanteric oblique fractures occurred from the core
to the shaft as a result of a fall. All patients were treated
with open reduction and internal fixation with external
immobilization. No vascular damage was detected, and
outcomes of free vascularized fibular grafting were excel-
lent at the latest follow-up examination. Hammer toes
were detected in 10 patients. Painful flexion contracture of
the toes was treated by cutting the flexor hallucis longus
muscle [25]. Although, the reason for a high rate of ham-
mer toes was not clear, the long period (12 weeks) of non
weight bearing was one of the reasons in the present
study.
Discussion
Many difficulties exist when comparing the outcomes of
free vascularized fibular grafting from several previous
reports because of differences in operative techniques, use
of different staging systems, and different clinical score
systems. In the current study, clinical outcomes of steroid-
induced osteonecrosis contributed to a high rate of poor
outcomes. Radiographic progression was observed in
about half of the hips studied. There was no relationship
the between distance from the tip of the grafted fibula to
the subchondral bone of the femoral head and radio-
graphic progression, whereas preoperative collapse and
the extent of the disease commonly affected the radio-
graphic outcomes. Survival rate was 83% seven years after
surgery. Steroid, preoperative collapse, and severe extent
of the disease were negatively correlated with survival rate.
Yoo et al. [14] reported that no significant relationship
existed between clinical outcomes and etiology. Berend et
al. noted that there were significant differences between
outcomes of treatment and etiology in their report of post-
collapse osteonecrosis with an average of 4.3-year follow-
up [26]. They reported that hips with idiopathic and alco-
hol-related osteonecroses had a worse prognosis than
those with corticosteroid-induced osteonecrosis. How-
ever, the current study showed that the clinical scores and
survival rates in steroid-induced osteonecrosis were worse
than those with other etiologies. Recently, Weinstein et al.
[27] reported the apoptosis of osteocytes in the femora of
patients with steroid-induced osteonecrosis of the hip,
and Eberhardt et al. [28] observed trabecular bone matrix
degeneration and osteocyte death in the femora of ster-
oid-treated rabbits. These reports indicated a lesser viabil-
ity of bone in steroid-induced patients, and possibly
worse outcomes in steroid-induced cases. Outcomes in
the current study supported these previous reports.
Many researchers stated that the preoperative stage corre-
sponded to radiographic progression. Yoo et al. [14]
reported a significant relationship between clinical out-
comes and the Ficat's staging system [29]. Outcomes of
Ficat's stage III (osteonecrosis with preoperative collapse)
were worse than those of Ficat's stage II (osteonecrosis
without preoperative collapse). The current study showed
that the preoperative stage was significantly associated
with the rate of clinical score, radiographic progression,
and survival rate. All outcomes of osteonecrosis with pre-
operative collapse were worse than those of osteonecrosis
without preoperative collapse. Sotereanos et al. stated that
the inevitability of progressive collapse of the femoral
head after development of a crescent sign or progressive
osteoarthrosis after collapse had been established long
ago [17]. However, Magnussen et al. investigated articular
cartilage degeneration in post-collapse osteonecrosis
mechanically, histologically, and macroscopically [30].
They reported that there was no significant difference
between Marcus's stage IV (flattening of the femoral head
without signs of cartilage degeneration) and stage V (joint
narrowing with or without acetabular involvement) [31].
They suggested that femoral head-sparing surgical strate-
gies designed to restore the contour of the femoral head
might be used in some patients with advanced
osteonecrosis disease. When we divided Steinberg's stage
IV into mild collapse and severe collapse, the rates of radi-
ographic progression were 53% for hips with mild col-
lapse and 73% for hips with severe collapse. Restoring
severe collapse cases is more difficult than mild collapse
Metallic bars made mimicking the fibular shape were used for  trials Figure 3
Metallic bars made mimicking the fibular shape were used for 
trials. There are 4 sizes: 12, 14, 16, 18 mm in width.BMC Musculoskeletal Disorders 2007, 8:78 http://www.biomedcentral.com/1471-2474/8/78
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cases. The difference might very well statistically signifi-
cant if a larger number of hips had been included.
Sotereanos et al. reported that the stages in which femoral
head involvement was more than 30% had a high proba-
bility of conversion to total hip replacement [17]. In the
current study, the extent of osteonecrosis was associated
with the clinical score, radiographic progression and sur-
vival rate. Although various factors help surgeons and
patients to decide whether to convert to total hip replace-
ment, a severe extent of osteonecrosis greater than 300
degrees was one of the important factors influencing the
outcomes of free vascularized fibular grafting.
Thirteen hips received total hip replacement in the current
study. Twelve of 27 hips (44%) that had 2 or 3 negative
factors including steroid use or preoperative collapse or
severe extent of osteonecrosis more than 300 degrees,
received total hip replacement. Only one of 44 hips that
had no or one negative factor had a total hip replacement.
Ohzono et al. reported the natural history of nonopera-
tive hips, and stated the necessity of operative treatment
for moderate or large size osteonecrosis [2]. When consid-
ering operative treatment, core decompression is less suc-
cessful for hips that have already collapsed [7].
Osteotomies are effective for hips with preoperative col-
lapse and moderate size osteonecrosis, but are difficult for
large osteonecrosis [8,9]. In our study, hips with moderate
or large size osteonecrosis involving less than 300 degrees
of the femoral head without preoperative collapse, were
good candidates for free vascularized fibular grafting.
Some researchers recently reported good results of rota-
tional osteotomies combined with vascularized bone graft
for advanced large size osteonecrosis, but the results of
long-term follow-up are not known [32,33]. Hips with
severe preoperative collapse and a large extent of
osteonecrosis require hip replacements for the present.
Conclusion
In conclusion, steroid-induced osteonecrosis was associ-
ated with poor scores and survival rate. Preoperative col-
lapse was associated with poor scores, radiographic
progression and poor survival rate. The large extent of
osteonecrosis involving more than 300 degrees of the
femoral head was associated with poor scores, radio-
graphic progression and poor survival rate. The radio-
graphic results were worse with severe collapse (greater
than 3 mm) compared to mild collapse with poor results
found in 73% and 53% of the cases, respectively. Small
osteonecrosis (less than 300 degrees of the femoral head)
without preoperative collapse (Steinberg's stages I and II)
is a major indication for free vascularized fibular grafting
while steroid-induced osteonecrosis is relative contraindi-
cation, and large osteonecrosis (greater than 300 degrees)
with severe preoperative collapse is a major contraindica-
tion. Complications were relatively high in the current
study. Free vascularized fibula grafting is a technically dif-
ficult procedure and should not be performed by those
who have not had experience in microvascular techniques
and with this procedure in particular. Hips with 2 negative
factors such as severe preoperative collapse and a large
extent of osteonecrosis, require hip replacements.
Competing interests
The author(s) declare that they have no competing inter-
ests.
Authors' contributions
KK, HY, HO, TO, YK KM KS, KK, IK, NM, KT and ST par-
ticipated in the operations. KK, KS and YT participated in
the design of the study and performed the statistical anal-
ysis. KK, HY and KM drafted the manuscript. All authors
read and approved the final manuscript.
References
1. Castro FP, Harris M: Differences in age, laterality, and Stein-
berg stage at initial presentation in patients with steroid-
induced, alcohol-induced, and idiopathic femoral head
osteonecrosis.  J Arthroplasty 1999, 14(6):672-676.
2. Ohzono K, Saito M, Takaoka K, Ono K, Saito S, Nishina T, Kadowaki
T: Natural history of nontraumatic avascular necrosis of the
femoral head.  J Bone Joint Surg Br 1991, 73(1):68-72.
3. Steinberg ME, Bands RE, Parry S, Hoffman E, Chan T, Hartman KM:
Does lesion size affect the outcome in avascular necrosis?
Clin Orthop 1999, 367:262-271.
4. Brinker MR, Rosenberg AG, Galante KL: Primary total hip arthro-
plasty using noncemented porous-coated femoral compo-
nents in patients with osteonecrosis of the femoral head.  J
Arthroplasty 1994, 9(5):457-468.
5. Piston RW, Engh CA, De Carvalho PI, Suthers K: Osteonecrosis of
the femoral head treated with total hip arthroplasty without
cement.  J Bone Joint Surg Am 1994, 76(2):202-214.
6. Saito S, Saito M, Nishina T, Ohzono K, Ono K: Long-term results
of total hip arthroplasty for osteonecrosis of the femoral
head. A comparison with osteoarthritis.  Clin Orthop 1989,
244:198-207.
7. Bozic KJ, Zurakowski D, Thornhill T: Survivorship analysis of hips
treated with core decompression for nontraumatic
osteonecrosis of the femoral head.  J Bone Joint Surg Am 1999,
81(2):200-209.
8. Mont MA, Fairbank AC, Krackow KA, Hungerford DS: Corrective
osteotomy for osteonecrosis of the femoral head.  J Bone Joint
Surg Am 1996, 78(7):1032-1038.
9. Sugioka Y, Hotokebuchi T, Tsutsui H: Transtrochanteric anterior
rotational osteotomy for idiopathic and steroid-induced
necrosis of the femoral head.  Clin Orthop 1992, 277:111-120.
10. Buckley PD, Gearen PF, Petty RW: Structural bone-grafting for
early atraumatic avascular necrosis of the femoral head.  J
Bone Joint Surg Am 1991, 73(9):1357-1364.
11. Hori Y, Tamai S, Okuda H, Sakamoto H, Takita T, Masuhara K: Blood
vessel transplantation to bone.  J Hand Surg 1979, 4(1):23-33.
12. Ishizaka M, Sofue M, Dohmae Y, Endo N, Takahashi H: Vascularized
iliac bone graft for avascular necrosis of the femoral head.
Clin Orthop 1997, 337:140-148.
13. Nagoya S, Nagao M, Takada J, Kuwabara H, Wada T, Kukita Y, Yamas-
hita T: Predictive factors for vascularized iliac bone graft for
nontraumatic osteonecrosis of the femoral head.  J Orthop Sci
2004, 9(6):566-70.
14. Yoo MC, Chung DW, Hahn CS: Free vascularized fibula grafting
for the treatment of osteonecrosis of the femoral head.  Clin
Orthop 1992, 277:128-138.
15. Urbaniak JR, Coogan PG, Gunneson EB, Nunley JA: Treatment of
osteonecrosis of the femoral head with free vascularizedPublish with BioMed Central    and   every 
scientist can read your work free of charge
"BioMed Central will be the most significant development for 
disseminating the results of biomedical research in our lifetime."
Sir Paul Nurse, Cancer Research UK
Your research papers will be:
available free of charge to the entire biomedical community
peer reviewed and published  immediately upon acceptance
cited in PubMed and archived on PubMed Central 
yours — you keep the copyright
Submit your manuscript here:
http://www.biomedcentral.com/info/publishing_adv.asp
BioMedcentral
BMC Musculoskeletal Disorders 2007, 8:78 http://www.biomedcentral.com/1471-2474/8/78
Page 8 of 8
(page number not for citation purposes)
fibular grafting. A long-term follow-up study of one hundred
and three hips.  J Bone Joint Surg Am 1995, 77(5):681-694.
16. Malizos KN, Soucacos PN, Beris AE: Osteonecrosis of the femo-
ral head. Hip salvaging with implantation of a vascularized
fibular graft.  Clin Orthop 1995, 314:67-75.
17. Sotereanos DG, Plakseychuk AY, Rubash HE: Free vascularized
fibula grafting for the treatment of osteonecrosis of the fem-
oral head.  Clin Orthop 1997, 344:243-256.
18. Soucacos PN, Beris AE, Malizos K, Koropilias A, Zalavras H, Dailiana
Z: Treatment of avascular necrosis of the femoral head with
vascularized fibular transplant.  Clin Orthop 2001, 386:120-130.
19. Marciniak D, Furey C, Shaffer JW: Osteonecrosis of the femoral
head. A study of 101 hips treated with vascularized fibular
grafting.  J Bone Joint Surg Am 2005, 87(4):742-747.
20. Hirota Y: Epidemiology on idiopathic osteonecrosis of the
femoral head.  J Musculoskeletal System 1998, 11(12):1443-1450. (in
Japanese)
21. Steinberg ME, Hayken GD, Steinberg DR: A quantitative system
for staging avascular necrosis.  J Bone Joint Surg Br 1995,
77(1):34-41.
22. Kerboul M, Thomine J, Postel M, d'Aubigné Merle: The conserva-
tive surgical treatment of idiopathic aseptic necrosis of the
femoral head.  J Bone Joint Surg Br 1974, 56(2):291-296.
23. Harris WH: Traumatic arthritis of the hip after dislocation
and acetabular fractures: Treatment by mold arthroplasty.
An end-result study using a new method of result evaluation.
J Bone Joint Surg Am 1969, 51(4):737-755.
24. Sugano N, Atsumi T, Ohzono K, Kubo T, Hotokebuchi T, Takaoka K:
The 2001 revised criteria for diagnosis, classification, and
staging of idiopathic osteonecrosis of the femoral head.  J
Orthop Sci 2002, 7:601-605.
25. Takakura Y, Yajima H, Tanaka Y, Komeda T, Tamai S: Treatment of
extrinsic flexion deformity of the toes associated with previ-
ous removal of a vascularized fibular graft.  J Bone Joint Surg Am
2000, 82:58-61.
26. Berend KR, Gunneson EE, Urbaniak JR: Free vascularized fibular
grafting for the treatment of postcollapse osteonecrosis of
the femoral head.  J Bone Joint Surg Am 2003, 85:987-993.
27. Weinstein RS, Nicholas RW, Manolagas SC: Apoptosis of osteo-
cytes in glucocorticoid-induced osteonecrosis of the hip.  J
Clin Endocrinol Metab 2000, 85:2907-2912.
28. Eberhardt AW, Yeager-Jones A, Blair HC: Regional trabecular
bone matrix degeneration and osteocyte death in femora of
glucocorticoid-treated rabbits.  Endocrinology 2001,
142:1333-1340.
29. Ficat RP: Idiopathic bone necrosis of the femoral head.  J Bone
Joint Surg Br 1985, 67:3-9.
30. Magnussen RA, Guilak F, Vail TP: Articular cartilage degenera-
tion in post-collapse osteonecrosis of the femoral head.  J
Bone Joint Surg Am 2005, 87:1272-1277.
31. Marcus ND, Enneking WF, Massam RA: The silent hip in idio-
pathic aseptic necrosis.  J Bone Joint Surg Am 1973, 55:1351-1366.
32. Nakamura Y, Kumazawa Y, Mitsui H, Toh S, Katano H: Combined
rotational osteotomy and vascularized iliac bone graft for
advanced osteonecrosis of the femoral head.  J Reconstr Micro-
surg 2005, 19:101-105.
33. Matsusaki H, Noguchi M, Kawakami T, Tani T: Use of vascularized
pedicle iliac bone graft combined with transtrochanteric
rotational osteotomy in the treatment of avascular necrosis
of the femoral head.  Arch Orthop Trauma Surg 2005, 125:95-101.
Pre-publication history
The pre-publication history for this paper can be accessed
here:
http://www.biomedcentral.com/1471-2474/8/78/prepub